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Among 3,500 patients delivered at Lilongwe 
General Hospital between 1st January, 1968, and 
30th September, 1969, there have been 117 patients 
who had had previous caesarian section. It is our 
policy to attempt vaginal delivery whenever it 
appears both possible and safe to do so.
In summary, 43. patients (36.7 per cent.) de­
livered vaginally, 66 (56.4 per cent.) required 
repeat section. There were eight cases of ruptured 
uterus.
The results are presented in Table I.
Management
Antenatal Care
The antenatal care did not differ materially 
from that of other patients. Great care was taken 
to explain to the mother the need for regular 
attendance and eventual delivery in hospital. If 
possible, the reason for the previous section was 
ascertained from the patient or her old notes.
No attempt at external cephalic version was 
made and three of the four breech deliveries that 
occurred were surprisingly uneventful.
Vaginal examination was made at 36 weeks to 
assess the pelvic capacity. If contracted pelvis 
was found, the patient was advised to come for 
elective section at 38 weeks. If the pelvis seemed 
adequate, the patient was advised to stay near the 
hospital, either at home or in the rest house in 
the grounds. They were told to come to hospital 
as soon as labour commenced.
Only 84 per cent., of these patients attended the 
antenatal clinic regularly (on two or more occa­
sions), but it is ■ interesting to note the increasing
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Table II
A ntenatal Care
No. of '% with
Caesarian Antenatal No Antenatal Antenatal
Sections Care Care Care
1 64 16 80
2 26 2 92
3 6 1 85
4 2 0 100
TOTAL 98 19 84
attendance with the increasing number of sections 
(92 per cent, with two or more sections).
Very few of the patients come for elective 
section, many preferring to give themselves a 
“trial” labour first. There is a great social and 
cultural need to have at least one vaginal delivery 
to prove one’s womanhood!
Labour and Delivery
There were no mishaps during labour apart from 
one patient. She had had two sections and des­
perately wanted to deliver normally.. She was 
allowed “trial labour” (despite my better judg­
ment), and signs of impending rupture were noted 
after two hours. Immediate laparotomy rescued 
a live baby from a ruptured uterus. Normally 
labour was not allowed to continue for more than 
12 hours after admission. Forceps or vacuum 
extraction were used on six occasions — for foetal 
distress or delay of 30 minutes in the second stage. 
Careful palpation of the lower segment was made 
vaginally after delivery to exclude rupture.
Vaginal Delivery
Forty-three cases delivered vaginally, and these 
are sumarrised in Table III. All but six babies j 
were mature full-term infants weighing more than 1 
5 | lb.
There were two neonatal deaths in this group — ]
both from prematurity. ■
One stillbirth occurred. This patient should j 
have come for elective section, but failed to do so.
Table I
Summary of Results
Number of 
Previous 
Caesarian 
Sections
Present Delivery Perinatal Mortality
Repeat
Section Vaginally
Ruptured
Uterus Still-born
Neonatal
Death
Maternal
Death
1 35 41 4 4 4 4
2
3
23
6
1
1
4
0
3 ■ 
0
0
0
0
0
• 4 2 0 0 0 • O '
0
TOTALS 66 43 8 7 4 4
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She arrived at the hospital in labour and_fully 
dilated. Breech presentation was found and there 
was no foetal heart. She was allowed to progress 
normally, but perforation of the aftercoming head 
was necessary before the delivery could be com­
pleted.
Table 111
Method of Vaginal Delivery
Normal Delivery ..................................  33
Breech Extraction ..................................  4
Forceps .......................................................  3
Vacuum Extraction ..................................  3
TOTAL 43
There was no maternal mortality in these 
patients.
The reasons for previous section in this group 
are summarised in Table IV.
Table IV
Reason for Previous Section
Prolonged Labour ..................................  8
Placenta Praevia ..................................  9
Transverse Lie ............................................. • 4
Contracted Pelvis ................................... 3
Twins? malpresentation ........................  2
Prolapsed Cord ................................... 1
Eclampsia ..............   1
Primip. Breech ..................................  1
Uncertain ............................................. 14
It was .assumed that “long labour” was due to 
cephalo-pelvic disproportion, as most of the 
patients stated they had had a “big” baby. How­
ever, uterine inertia may have accounted for some. 
Three cases of definite contracted pelvis are in­
cluded. One has already been mentioned — the 
assisted breech delivery — and one had a pre­
mature, baby. The third had had a symphysiotomy 
performed since the first section and had no diffi­
culty in delivering a 7 lb. 11 oz. baby. One patient 
had two previous sections, but did not know why. 
She delivered a 7 lb. 4 oz, baby without difficulty.
Another patient had had three sections. The 
first fo r; eclampsia. The second on the principle 
“Once a caesar always a caesar”. The third be­
cause of the previous two. She was admitted for 
elective section. She desperately wanted a vaginal 
delivery, and as the pelvis seemed adequate I re­
luctantly agreed. The mebranes were ruptured 
and she proceeded to deliver a 7 lb. baby within 
the next four hours without assistance.
Repeat Section
,Usually the dictum “Twice a caesar always a 
caesar” is followed (Donald, 1966). However, 
this rule need not be absolute, as our . two cases 
demonstrate and as was shown by Riva and Teich 
(1960).
The reasons for repeating the section are pre­
sented in Table V.
Table V
I ndications for Repeat Section
Two or more previous sections ............... 29
M ajor contracted pelvis ..................................  27
Transverse Lie ............................................. 3
Foetal Distress ............................................. 3
Inertia—both with Breech Presentation ...... 2
Face Presentation ............................................. 1
Placenta Praevia ............................................. 1
TOTAL 66
An overall section rate of 5-6 per cent, would 
indicate a higher number of patients with previous 
section should have come for delivery during this 
time. It is surmised that perhaps these delivered 
normally elsewhere.
This would suggest a figure of nearer 50 per 
cent, requiring repeat section. A recent series re­
ported in the United Kingdom puts the figure at 
12 per cent. (McGarry, 1969).
The high number of repeat sections in this series 
is not regarded as a failure of policy. It demon­
strates the large number of cases with major 
degrees of contracted pelvis, in this country, which 
could not have been delivered in any other way.
Perinatal M ortality
There were seven stillbirths and four neonatal' 
deaths, an incidence of 94 per 1,000 births. The 
causes are listed in Table VI and classified accord­
ing to antenatal care in Table VIII.
All the stillbirths were cases of intra-uterine 
death prior to admission.
The perinatal mortality is slightly less than our 
overall figure for 1968 of 118 per 1,000 births.
Table VI
Causes of Perinatal M ortality
Ruptured Uterus ............................................. 4
Prolonged Labour ...    1
Malpresentation ............................................. 2
Anencephally .......................................................  1
Prematurity ........................  ......................., 2
Respiratory Distress ..................................  1
TOTAL 11
Table VII
Causes of Mortality Classified According to 
A ntenatal Care
Perinatal Maternal
Deaths Deaths
Antenatal Care 6 (6% ) 2 (2% )
No Antenatal C a re ... 5- (25%) 2 (10%)
Maternal D eaths 
These are summarised in Table VIII.
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Table VIII
Causes of Maternal Death
Ruptured Uterus ............................................. 2
Internal Haemorrhage ..................................  1
Post Partum Haemorrhage ........................  1
Case Reports
(i) Ruptured Uterus.—The patient had been 
delivered previously by lower segment section for 
contracted pelvis. She did not come to antenatal 
clinic and waited at home hoping to deliver 
normally. She arrived with signs of uterine rup­
ture. She died soon after operation, at which 
rupture of the scar was found.
(ii) Ruptured Uterus.—This patient, para. 9, 
had had 1 LSCS ? reason ? which delivery. She 
was transferred from another hopsital outside our 
area with transverse lie and prolapse of the arm. 
Ruptured uterus was suspected. At laparotomy a 
posterior rupture was found. The scar was intact. 
The patient died soon after operation.
(iii) ? Internal Haemorrhage.—This patient had 
had 1 LSCS for transverse lie. She attended 
antenatal clinic and came in labour again with 
transverse lie. At repeat section difficulty was 
experienced in achieving haemostasis. She col­
lapsed and died four hours post-operatively — it 
was assumed, from further bleeding (no p.m.).
(iv) Post-Partum Haemorrhage.—Para. 1 LSCS 
for transverse lie. Contracted pelvis was diag­
nosed; she was admitted for elective LSCS. Gross 
adhesions were found over the previous classical 
scar. It was impossible to divide them all. Massive' 
post-partum bleeding occurred. It was thought 
that perhaps the adhesions interfered with uterine 
retraction.
R upture of the Scar
There were seven cases of scar rupture with one 
case of maternal death (described above) and 
four stillbirths (Table IX).
Five of these patients had attended the antenatal 
clinic and three live babies were delivered at
Table IX
I ncidence and T ype of Previous Section
LSCS .............. 1 2
2 T -
Classical ... 1 1
2 3
TOTAL 6 7
laparotomy from this group, despite complete 
rupture of the uterus.
One of them had a spontaneous rupture at 36 
weeks of an uterus weakened by two. previous 
classical sections.
Two patients ruptured at the very onset of 
labour. These cases are described more fully 
elsewhere (Armon, 1969).
Donald (1966) states that rupture of the lower 
segment scar is rare. Peel and Chamberlain 
(1968) report an incidence of only 1 per cent, in 
the United Kingdom teaching hospitals. Perhaps 
the high incidence of rupture in this series is due 
to the far from perfect conditions under which 
the first section is often done, in the presence of 
gross sepsis and maternal anaemia, although ■ 
Douglas (1967) denies that sepsis plays any part!
It is stated that scar rupture becomes more 
likely with increasing parity, hydrammios, twins 
and a large baby (Feeny and Barry, 1956). This 
must always be borne in mind.
Conclusion .
A series of 117 patients with previous caesarian 
section is presented. It is shown that perhaps only 
50 per cent, require repeat section. With careful 
antenatal and intrapartum care there was no 
maternal or perinatal mortality due to vaginal 
delivery.
The importance of explaining the reason for 
‘ the original operation to the patient and the need 
for subsequent antenatal care and hospital delivery 
must be emphasised.
The question remains as to whether caesarian 
section should be avoided as far as possible in the 
first place, if the incidence of ruptured uterus and 
maternal death is to be reduced.
Using the criteria of Lawson and Stewart 
(1967), we are using symphysiotomy as an alterna­
tive procedure and thereby hope to reduce the 
number of caesarian sections performed.
REFERENCES
Armon , P. J. (1969). Malawi med. Bull (in publication). 
D onald, I. (1966). Practical Obstetric Problems, 3rd Ed.
Lloyd Luke, London, p. 630. "
D ouglas, R. G. (1967). In Advances in Obstetrics and
Gynaecology, Ed. by S. L. Marcus and C. C. Marcus.
Williams and Wilkins, Baltimore, Vok 1, p. 278. 
F eeny, J. K. & Barry, A. P. (1956). Brit. med. J„ 1, 65. 
Lawson, J. B. & Stewart, . D. B. (1967). Obstetrics and
Gynaecology in the Tropics, 1st Ed; Arnold, London,
p. 189.
M cGarry, J. A. (1969). J. Obst and Gynaec.i 76, 137. 
Peel, J. H : & Chamberlain, G. V. P. (1968). J. Obst.
and Gynaec., 75, 1282.
R iva, H. L. & Teich , J. C. (1961). .Amer. J. Obstet.
Gynae., 81, 501.
Acknowledgments
I am grateful to Dr. M. J. Muller-Kobold for 
his co-operation in the management of some of 
these cases and for permission to include his 
patients in this series. I would also like to thank 
Mr. Kevin Bland for his helpful criticism and 
Dr. C. G. F: Smartt, Chief Medical Officer of the 
Malawi Ministry of Health, for permission to 
publish this paper.
172
This work is licensed under a 
Creative Commons
Attribution -  Noncommercial - NoDerivs 3.0 License.
To view a copy of the license please see: 
http://creativecommons.org/licenses/by-nc-nd/3.0/
This is a download from the BLDS Digital Library on OpenDocs
http://opendocs.ids.ac.uk/opendocs/
Institute of 
Development Studies
